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lowa Maternal and Child Health Program Overview

lowa BloclGrant Description and Structure

L2¢gl Qa ¢AGES + al dSNYylf FyR /KAfR ISIftGK .f201 3N
support for communitybased agencies and state level public health programs. The lowa Legislature

designates the lowadpartment of Public HealtH[DPH, a cabinet level agency, as the administrator for

Title V and Maternal, Child, and Adolescent Health (MCAH) services through the Bureau of Family Health
(BFH). The legislature directs IDPH to contract with Child Healtia8pelinicsGHSTwithin the

University of lowa Stead Family Department of Pediatrics, Division of Child and Community Health

(DCCHfor the administration of the Children and Youth with Special Health Care Ne¥&1ON

program.

lowa hasapproximatey 3.1 million people accordirtg United States Census Bureau. In 2018,
approximately 35.7% of lowans live in an area designated as rural in thelata@®l7, there were

around 580,000 women of reproductive age 4% years) and 38,000 births. Of the 7320 children

under 18 years of age, about 18.8% had special health care needs. CYSHCN are children or youth who
have or are at increased risk for a chronic physical, developmental, behavioral, or emotional condition
and who also require health and relatsdrvices of a type or amount beyond that required by children
generally. Although in 2017, 90.6% identified Wite, the Hispanic/Latinyopulation increased from

2.8% in 2000 to 5.7% in 2017. Live birthsitspanic/Latinxvomen made up 10.9% of alirthhs in 2017.

lowaChild HealtiPopulation Profile

Overall, lowa children are in good health. The vast majority of children (96%) are medically insured;
although 72% of parents report they are adequately insured.-Nmpanic White children were more

likely to be adequately insured (72%) than Hispanic children (62%). The percent of children who received
a preventive dental visit was 84.7%. In 2016, third graders on Medicaid and Hawki were more likely to
have untreated decay than those with private dentesurance. The number of dentists that will treat
children on public insurance options continues to decline in lowa. In general, lowa does a good job in
ensuring that children are tested for lead in their blood at least one time; however the percent of

children being tested for lead decreases as children get older. In 2017, 88%-péarads were

tested, compared to 43% of twgearolds and 14% of thregearolds. Only aboutonéi KA NR 2F L2 g C
children ages 4.1 years were physically active fatrleast 60 minutes per day.

Methods

{AYyOS SINI& Hnanmp GKS L2gl 5SLINIYSYd 2F tdzomtA0 |
State Oral Health Prograralong with partners at the University of lowa Division of Child and

Community Health (DCCEbllaborated to conduct the fivgear Needs Assessment (NA) for the

FFY2021 Title V Maternal and Child Health Block Grant.

Framework

The framework of conducting the Needs Assessment was developed based on literature review of
methodologies frompast T8l + b! NBGOASGga> L2gl Qa LINBEGA2dza b! LINJ
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reviewers on previous NAs, and the guidance and resources provided by the Maternal and Child Health
Bureau (MCHB) at Health Resources and Services Administration (HRSA).

The 2021 Title Weeds Assessment developed a vision and mission statements to guide the work.

Vision:
Families in lowa are safe, healthy, and connected.

Overall Mission:
To ensure that mothers, infants, children and youth in lowa, including children and youth wifalspec
health care needs, and their families have access to the resources needed to thrive in their communities.

Health Equity Mission:
To work to eliminate differences in health among ethnic, racial and other population groups who have
low income or havéistorically had less access, power or privilege.

Leadership Team

The Needs Assessment Leadership team was composed of IDPH Staff, DCCH staff and staff from the
University of Kansas Center for Public Partnerships and Research (KU). IDPH staff includédriPop
Domain Leads, Health Equity Advisory Committee Coordinators, Oral Health Leadership, State Title V
Director, and Process Facilitator. DCCH staff included a representative from the Family Navigator
Network, the Title V CYSHCN Program Manager an@GY1I8HCN Title V program coordinator.

Health Equity Advisory Committee

The Health Equity Advisory Committee (HE#GYided overalprojectguidanceand assisted with the
recruitment ofparticipation ofunderrepresented populations. HEAC members wereuitan utilizing a
variety of strategies including internet searches for organizations serving the target population,
outreach through community organizations including known organizations working with priority
populations, local Title V Agencies and netkog through professional and personal relationships. For
the Key Informant Conversations, facilitators were recruited through HEAC members and patrticipants
were recruited by facilitators, utilizing a variety of strategies including social media, outtegacigh
community organizations (including Title V Agencies), relationships/networking with facilitators and/or
HEAC members.

Stakeholder Involvement

IDPH, DCCH and KU program leadership met to identify stakeholders to provide guidance and input
throughou the needs assessment process. A network analysis was conducted by over 30 leaders to
identify current stakeholders and needed stakeholders. After conducting the network analysis, an initial
list was compiled foa comprehensivé@entification of stakehalers for the 2021 Needs Assessment
work. TheLeadership team conducted a second round of consideration through a health equity lens to
broaden the stakeholder base to include nontraditional partners. Stakeholders that were identified
included individualssommunity organizations, professional organizations, faith based groups,
institutions of higher education, philanthropic organizations, advocacy groups, consumers, providers
and governmental entities. Stakeholders were then analyzed and sorted into dégetiom activities

such as focus group and key informant conversation participantgedl assurvey respondents.

lowa Department of Publidealth, Bureau of Family Health 3
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Data

Data Sources

5141 FTNRY yIlA2ylFf adaNWBSear &dzOK | d-evekddta, bl GA2Yy | f
includingthe. SKIF @A2NI} f wAal CFOG2N) { dNBSAttlyOS {eaidSyx

4
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Quantitative

Data Snapshots were created for each of the five population domains. Snapshots contain available data
for all National and current State Performance Measures (NPMs and SPMs). In addition to traditional
data sets, disparity data was included if availabieeEing issues that were not a current NPM or SPM
were identified by staff and included in the discussion portion of the documents. The intent for these
documents was to be a concise tool that stakeholders could use to discern current landscape and make
recommendations for priority selections.

TheChild HealtiData Snapshots can be found in thependix A
Qualitative

The Title V and MIECHV needs assessments have significant overlap in target populations,
predominantly in the population domains of women/meanal health, perinatal/infant realth, and child
health. Coordinating qualitative data collection efforts for both needs assessments provided rich data
from diverse voices enhancing both needs assessments. The lowa Title V Needs Assessment aimed to
colled data from participants in each sixTitle V regions, participants representing each offikie
population domains, Title V recipients and Title V eligible-remipients, and participants in each of
eightunderrepresented groupsathers, People with Disabilities, LGBTQIA+, Refugees/Immigrants,
Native American/Alaskan Native, Asian/Pacific Islander, Hispanic/Latinx, and Black/African American.

For theChild Healttbomain, IDPH conductebree focus groupsfive Title V interviews, antbur Key
Informant Conversations (KIf®y a total of 4 participants Focus groups were held in both urban and
rural areas and had a set of common questions across all population domammspecific questions for
the Chibl HealthDomain. The focus group and KIC questions are included in Appendix B

KICs were conducted with8 participants from each of thieentified underrepresented populations.

Title V utilized trained community champions as facilitators who also adedcruiters for KICs. KICs

were conducted either #person or through teleconferencing basadon participant needs. KKvere
O2yRdzOGSR Ay aL9/ 1+ O2dzyiASa FyR 20KSN) S@¥YdzyAlGAS
conducted using interpretawhen needed for the followintanguages: Spanish, Karen, Tigrinya,

Vietnamese, Marshallese and Captioning.

The thematic summaries from th@hild HealtHfocus groups and KICs can be foun@ppendixC

Findings

Stakeholder Survey

Asurvey was conducteél2 &SS1 Ay Lzl | 62dzi GKS 3INBFGSad KSFfOGK
families.A brief video was created to describe the intent and background for the survey
(https:/itinyurl.com/y5my4t3g ). Each population gup included a set of questions relating to

different national and state priorities. General data about each of the priority areas was embedded into

lowa Department of Publidealth, Bureau of Family Health 4
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the survey. Consideration of respondents' professional, personal, and community experience was used
to answer survey questions. For additional information on each population domain, the data snapshots
and themes from Focus Groups anddt@€re available by link within the survelhe following NPMs,

SPMs and emerging issues were included in the survey:

1 National Performance Measure :@ercent of children, ages 9 through 35 months, who received
a developmental screening using a parenmpleted screening tool in the past year

1 National Performance Measure: Rate of hospitalization for nefatal injury per 100,000
children, ages 0 through 9

1 National Performance Measure &ercent of children, ages 6 through 11, who are physically
active at least 60 minutes per day

1 National Performance Measure 1Percent of children with and without special health care
needs, ages through 17, who have a medical home

1 National Performance Measure 1®ercent of children, ages 1 through 17, who had a
preventive dental visit in the past year

1 National Performance Measure 14#ercent of children, ages 0 through 17, who live in
householdsvhere someone smokes

1 National Performance Measure 1®Percent of children, ages 0 through 17, who are
continuously and adequately insured

i State Performance Measure #£ercent of early care and education programs that receive Child
Care Nurse Consultantrsices

1 Emergent Issue:

0 Blood Lead Testing

For theChild Healttpopulation domain, survey participants were asked the following questions for each
NPM, SPM and emerging issue:

I 26 A YL NI Iy Child Healthsyster 1 aAddresg this i2de?

1 Not at all important

9 Slightly important

1 Moderately important
1 Very important

1 Extremely important

At the end of theChild Healtlpopulation domain section of the survey, participants were asked to rank
the priorities by importanceTable 1 displgs the results of the survey in rank order.

Tablel Child HealtiPopulation Domain Survey Ranking

Rank: % Importance: %
Ranked as Toff Extremely or
3 Priorities | Very Important

Developmental screening among more children (ag85 9

months) 62% 86%
Children who are adequately insured (agesA) 54% 87%
Children with a medical home (age2D) 54% 85%

lowa Department of Publidealth, Bureau of Family Health 5
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Preventive dental visits (agesl¥ years) 32% 80%
Children who are physically active at least 60 minutes each d

(ages 611) 25% 81%
Blood lead testing 22% 72%
Children with payment source for dental care 19% 66%
Children who live in households where someone smokes 15% 64%
Percent of early care and education programs that receive ch

care consultant services 12% 69%
Injury - related hospital admissions-@years) 12% 50%

TotalSurveyParticipants: 487
Population Group Responses:
1  Women/ Maternal Health 172

7 Child Health 172
1 Perinatal/InfantHealth 127
1 Adolescent Health 116
! CYSHCN 110
Capacity Assessment
LocalCapacity

Leadership from local agencies were brought together to reflect on local capacity to addrésp the
three measuredrom the stakeholder survey fahe Child Healttpopulationdomain. Narrowed
measures were identified by being ranked high in both importsawed priority in the Stakeholder
Survey. Local leaders were asked to discern what the local capacity was to address the narrowed
measures and to identify specific activities that could move the needle to address the needs.

There were separate discussigroups for both rural and urban aggas for each Population Domain.
Participants worked through a Solvability and Control Matrix to see where they could make the most
local impact. Data Snapshots, Thematic Summaries from Focus Groups/ KIC, compflatisearch

informed practices specific to the domain were used to guide discussion. Members of the HEAC were on
site for consultation during small group wadikdiscuss health equity strategies in each domd@ased

on consensus, the groups indicatedthe2 O € aeaidSyQa OF LI OAGe G2 | RRNBA
2).

Table 2 Results dbcalCapacity Assessment fGhild HealtiPopulation Domain

Capacity to Address Priority

Urban Rural
Developmental Screening High Medium
Medical Home Medium Medium
Physical Activity Low Low

StateLevel Capacity

lowa Department of Publidealth, Bureau of Family Health 6
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Lead state staff for each Population Domain conducted a similar exercise for their respective domain
from a statelevel perspective. In addition to Data Snapshots, Thematic Summariespamlations of
research informed practice feedback gathered from the Local Capacity Assessment were considered. For
each population domainGhild HealthWomen/Maternal, Child and Adolescent) staff reviewed each

priority based on Need and Capacity.

Forb SSRY (KSé& ARSYUGUAFASR 6KSGKSNI 2N y2i G4KSNB 41 &
this measure. Each measure was ranked as either Low, Medium or High.
1 Low Need: Another bureau or program within IDPH or state agency is addressing thddeue
+ Aa fNBIFIR& | LINIYSNI 2N O2dzZA R 0SS I LI NIYySNJ A
work.
1 Medium Need: There is work happening in the state, but not a clear leader. Title V could take on
the leadership role, but may be better fothers to.
1 High Need: There is no coordination of the work in the state, or lacks clear vision of the work.
Title V is positioned to be the convener/leader of the work.

C2NJ /I LI OAdler G4KS IANRdzZLI ARSYUGATASR néki€onthe LI OAGe& 2
NPM, SPM or emerging issue. The group discussed strategies the state Title V program could perform
and ranked them in capacity of Low, Medium, or High.
9 [ 26 /LI OAGeY L2glQa ¢AlGE S
9 aSRAdzY /I LJOAGEY L2g6FQa ¢AGES = LINPANIY ARS
address the priority.
1 High Capacity: There were multiple evide#i@sed strategies the state Title V program could
identify to address the priority.

+ LINRPINI Y. O2dA R y2i
y i A

Table3 Resultof State LeveCapacity Assessment fGhild HealtiPopulation Domain

Need Capacity
Developmental Screening High Medium
Lead Screening High Medium
Physical Activity Low Low
Child Care Nurse Consultant Services High High
Oral Health High High

Priority Selection

Background

The Title V MCH needs assessment findings are designed to be used to identify priority areas to work on
for the nextfive years. The selection of priority areas is also tied to federal guidance and requirements
regarding perfomance and outcome measurement. The MCHB guidance lists relevant National
Performance Measures, and states need to select at least one federal measure for each population
group. States are also free to develop State Performance Measures. The NationahBece

Measures that are directly related ©hild Healthare:

1 National Performance Measure:®ercent of children, ages 9 through 35 months, who received
a developmental screening using a parenmpleted screening tool in the past year

lowa Department of Publidealth, Bureau of Family Health 7
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1 National Performarme Measure 7Rate of hospitalization for nefatal injury per 100,000
children, ages 0 through 9

1 National Performance Measure &ercent of children, ages 6 through 11, who are physically
active at least 60 minutes per day

1 National Performance Measure 1Percent of children with and without special health care
needs, ages 0 through 17, who have a medical home

1 National Performance Measure 1®ercent of children, ages 1 through 17, who had a
preventive dental visit in the past year

1 National Performancevieasure 14Percent of children, ages 0 through 17, who live in
households where someone smokes

1 National Performance Measure 1®8ercent of children, ages 0 through 17, who are
continuously and adequately insured

The Department determined that health insunce coverage and medical home are foundational to the

g2N)] GKIFIG L2861 Qa ¢AdGES + LINRP2SO0 R2Sao 2 0K S OK

medical home.

Methods forPrioritizing

The findings from the needs assessment were reviewetth®yitle V Maternal and Child Health

program leadership team for selecting areas to prioritize over the fiexyears. The review was guided

by the needs of communities and for feasibility to address and potential impact. Stakeholder input was
provided through the stakeholder survey.

Final Selected Priorities
The final selected priorities were:

Infusing Health Equity with in the Title V System
Access to care for the MCAH Population

MCAH Systems Coordination

Dental Delivery Structure of the MCAH P@piain

= =4 =4 =

The approaches will focus on

Gapfilling direct and enabling services
Populationrbased services

Workforce development

1 Health equity

= =4 =4

Progress will be measured through the following performance measures:

1 National Performance Measure:®ercent of childen, ages 9 through 35 months, who received
a developmental screening using a parenmpleted screening tool in the past year

1 National Performance Measure 1®ercent of children, ages 1 through 17, who had a
preventive dental visit in the past year

1 StatePerformance Measure 2Percent of children ages 1 and 2, with a blood lead test in the
past year.

i State Performance Measur®: Percent of early care and education programs that receive Child
Care Nurse Consultant services

lowa Department of Publidealth, Bureau of Family Health 8
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i State Performance Measurg: Percent of children 35 Months who have had fluoride varnish
during a well visit with Physician/health care provider

i State Performance Measure ®ercent of Title V contractors with a plan to identify and address
health equity in the populations they ser{crosscutting)

Plans to Address Selected Priorities

NPM 6 Percent of children, ages 9 through 35 months, who received a developmental screening
using a parentcompleted screening tool in the past year

91N OK 2F L2gl Qa Ho ¢ A Uth ©AH contrich dgdRcies gidRapproved M&lgaSy i | S
ScreeningCenters. They are enrolled with the IME and two MCOs operating in lowa are (Amerigroup
and lowa Total Care).

Developmental screenings and emotional/behavioral assessments are provided by CAldsagsing

the ASQand ASQ:SE tools. Contract agencies are able to receive payment from the IME for services

provided for MedicaidF SSTTF 2 NJta SNWA OS Of ASyida IyR TNRY (G(KS aSR
MCO.

The FFY 2021 Request for Application wdlire all CAH applicants to continue to develop plans to
address NPM6. Agencies will continud) coordinating developmental screening with local providers
such as child care providefsmme visiting programs, and primary care practition¢éosassessieed,
FdadaNB + 00Saas R)ydlaborafiiy with edRlylaie an@dedicatianyproviders that
SyO02dzNy 3S RS @St 2 LI3)8dyidatingfamiiied dliBhs ihpoytahce ofldgv@opmental
screening at recommended age intervdl3PHwill contractwith an outside entity to do a stateide
environmental scan to assure coordination of the provision of developmentakns and

social/lemotional assessments. It will assist in identifying where screening/assessment occurs and the
tools useal within the following environments: child care providers, hewigting programs, primary

care providersCCNC, ECI, MIECHV and Head Start.

l 3SYOASa gAfft O2ylUAydzS (2 SRdzOIFI 4GS LI NByida 2y (GKSA
utilize the tol-free central referral line and/or website for the lowa Support Network
(www.iafamilysupportnetwork.org) to providesources to parents. Promoting developmental
AONBSYyAy3 gAafft O2ylAydzS (2 sd@is. AgencitsMdl ene thatagé S F IS A
appropriate developmental screening is provided by trained staff, results@renunicated with

LINAYEFNE OFNB LINIOGAGAZ2YSNEX YR NBflIGSR SRdzOI GA2Y

In FFY2021, Title V agencies will be asked to engage Withth K A f RNBy Qa . SKIF @A 2N} £ |
their/ KAf RNByQa aSydalrf | SIHfGK {@adGdSYy wS3IAz2y Ay aeai
behavioral healttscreening and assessments, education, prevention and access to mental health

consultation serviceinO2 €t f 62N> GA2y gAGK GKS [/ KAfRNByQa aSyil ft
counties their service area. Detectiagrly signs of mental health conditions in children, will circumvent

issues later. If cldren can be referred to mentdlealth professinals (counselors, therapists,

psychologists, etc.) earlier in life, lotgym benefits will result.

(7))

lowa Department of Publidealth, Bureau of Family Health 9
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Title V agencies will also be askedpecifically engagene of theidentified priority populations inhe
FFY 2021 RFA. This includ&sican Anericans/Black American, Alaska Native/Native Americans,
Adan/Pacific Islanderdathers Hispanic/Latinx, Immigrants/Refugees, LGBTQ+ and Persons with
Disabiities. Other populations may bteddressed in addition to the priority populations, based on the
service area (e.g. Amish, families involved witha¢bgectional system, children in foster care).
Engagemenmayincludebuilding partnerships with alliances who support one ooathese priority
populations.

Partnerships will continue with 1st Five, early care and education programs, Visitiieg (MIECHV),
family supportand CHSC to promote developmental screening. BFH monthly meetings with lowa
Medicaid staff provideanavenue to discuss contracting, coding, and billing issues pertaining to
developmental services.

BFH staff continue to eet with MIECHV program staff to discuss opportunities for collaboration
includingcoordination of developmental screening promoted by CAH, 1st Five, and home visiting

programs and the need tavoid duplication. Since 2015, BFH staff have participatedstatewide

(stakeholder) Leadership Tedini2 2 NRAY | SR o6& L2gt / KAf RNBYyQa Wdzad A
substance use/alise on pregnant women, infants,y R OKA f RNBYy ® t NPY2GAy3d OKACf I
and development is an inherent component of this Wokggregated data reports of results of ASQ and

ASQ:SE screening provided by Title V CAH contract agencidseleavef particular interest to this

workgroup.

At the state level, IDPH will continue to provide technical assistance where needed particularly
agenciegproviding direct services) who will be providing ongoing developing screening (ASQ) and
emotional /behaviorahssessments (ASKE) to infants and toddlers age8 @ears found not be eligible
for Early ACCESS services.

The state will continuéo enhance our partnership with our other Title V partn@HSC) Child Health
Specialty f AyAOa FTNRBY (GKS ! yADSNEA G, s2rfingthasgldidrehwithl R CI Y,
special healthcareeeds.

IDPH will begin exploring more resourdesTitle V agencies specifigairound culturally appropriate

developmental screening tools for parents and children of different cultures and backgrounds. In

addition, thestated A f £ SELJX 2NB GKS | odzyRIyid LI NBydlt LA 3
development.

Title V Child and Adolescent Health (CAH) agencies will continue to reinforce the importance of
developmentakcreening through the informing process for newly enrolled Medicaid families. Bureau of
Family Health (BFH) wilfovide Title V CAHgencies with needed information and resources. Title V
CAH agencies will continue to ofigr- LITFAf f Ay3d RS@St2LIVSyidlt aONBSyAy3
61 {v0O0 FyR $Y240NS/3VAOTK IAARNE fF yR {dF 384 v dzsaa A2y
(AQ:SE)). Some local agencies also admirtiseeModified Checklist for Autism in Toddlers-BHAT)

for toddlers between 16 and 30 months of age.

L2gl Qa4 mad CAGS LINRPINIY Sy3dl3Sa KSIFHfGKOFNB LINREPOAR

surveillance andtandardized developmental screening tools. A partnership between providers and 1st
Five staff is established fdevelopmental support services (an enhanced form of referral and follow up

lowa Department of Publidealth, Bureau of Family Health 10
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services). 1st Five is funded throughtate appropriaton and was dzA f G dzLl2y L2 6l Qa ¢ A G
infrastructure at the local level.

Local 1st Five site coordinators will work on outreach to primary care practices to encourage their
consistent andiniversal use of screening tools. Outreach may include, but is not limitedvesletters,
trainings, and personalontacts through phone, email and meetings. Local 1st Five site coordinators will
work with 1st Five Medica&lonsultants on providing developmental screening trainings to office staff
and engaged healthcare partners.

Cantracts with local 1st Five sites will build on the recent performance measure to increase the
percentage ofeferrals that follow results of a standardized developmental screen. The measure will
continue to tier theexpectations so that lower performingtas will need to make greater progress to
achieve the measure.

Mald CA@SQa L5tl adFFFAYy3 KFIAd AYONBIFaSRI | RRAy3 |
carecoordination and services for families. Through this staffing, technical assigtarioeal sites will
includeenhanced assistance with planning, preparation, andskilting to better prepare local staff

for providingdevelopmental support services and documenting services. 1st Five also®gpathued
improvements and ehancemets to training and support for 1st Five site coordinators for their work

with primary care practices.

NPM13: Percent of children, ages 1 through 17, who had a preventive dental visit in the past
year

H{ YAfSu Aa (GKS 2NIf KSV Maieknal @i, aigl WdgstentHEaltl (RGAHQ & ¢ A {
program{ G FF SAGK GKS L2gl S5SLINIYSYydG 2F tdzof A0 1 S| f
Oh1 5{0 YIylI3aSa L{ YAVIAS S @K A ClisirseadritdaRira)eLy A f S u
connectschildren, pregnantvomen, and families with dental, medical, and community resources to

ensure a lifetime of health and wellness.

OHDS staff provide oversight and technical assistance{fof R f Su® 9 OK / KAf R I yR ! R
contractor isrequired b have a dental hygienist who serves asthe lo€aMA £ Su / 2 2 NRA Y | (i 2 NI
H{ YA Su / 2R dtrgng felatid@ship and strive to improve the oral health of lowans. |

{ YAT Su [/ 22NRAYI {2 20khours dzasieék o puildlig Healthraiesfar Isy&témisuilding

and enabling services.

OHDS staff use data to determine focus areas withiiA £t Su @ 51 G &2 dzZNDOS&a Ay Of dzR
system, Earlgnd Periodic Screening, Diagnosis, and Treatment (EPSDT) Dental Services Reports, and

oral hedth screeningd dzNB@Séeaod 5F G A& Fyltel SR o0& (GKS 0dzaNBI dzQ:
facilitates quarterly quality assuranceviews of MCAH data with OHDS consultants to identify service

gaps, data entry errors, and troubleshoot areasafcerns. Silarly, local{ YAt Su | OGAGBAGASa
determined using a needs assessment, updated each year cmimgunity data and information from

the MCAH service area.

OHDS staff will hold quarter’f{IYA £ Su / 22 NRAYF G2 NJ GNI Ay Ay drablesti 2 Sy a
practicesdevelop leadership skills, and promote current standards and procedures. These training often
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include continuingeducation on current oral health topics and an open forum for sharing from-the |

{ YAf Su [/ 22 NRA ywillinakeZsite visit kodch conirac®Brfto discuss local work plans,
review data, and troubleshoot concerns. OHiDSf will also participate in yearly chart audits to ensure
documentation of services is accurate and provide techm@issistance to each contractor.

Assuring good oral health for underserved children and pregnant women relies upon the strength of
partnershipsboth at the state and local levels. OHDS staff will maintain important partnerships with

entities such as WIC and tb210 project, Head Startjealthy Child Care lowa, Delta Dental of lowa

Foundation, lowa Primary Care Associatioma Medicaid Enterprise, and the University of lowa

College of Dentistry. Partnership activities in FY21 will indiutlr A y Ay 3 2F €201t 2L/ ai
meetingi SAGK | SFR {dF NI KSIfdK / 2 2ohdrdmgthat rendot* LINE OA RA
I RYAYA&AUSNBR o6& a/!l O2yiGNI Ol2NAX (2 | a&adaNB YIEAY
O2ffF 062N GAy3 2y 2N} f KSIf {GdK LINER Y Rakty@ay OHDS Mdns A Iy a =
to work witha new partner, Count the Kicks, to incorporate oral health into its program, which uses best
practices and evidendeasedstrategies to save babies and prevent stillbirths. OHDS staff will provide

assistance to Count éhKickgegarding oral health education and resources to keep moms and babies

healthy. { YAt Su / 2 2 NRA yddic&eNshd distAbuté Coan the)Kicks 2ducational materials

while doing outreach to medical and dental offices.

OHDS staff will maiatn strong partnerships with lowa Medicaid Enterprises (IME) and the Dental
Prepaid PreAmbulatory Health Plan (PAHP) carriers for Medicaid in tpldelta Dental of lowa and
Managed Care of NortAmerica. Partners are discussing the potential for childeelne covered by
PAHP in the future and strategizing htwmwwork together for the health of lowa Medicaid members.

OHDS staff also facilitate advisory workgroupsfor¥A £ Su ¥ { OK22ft FyR 02YYdzy A G
(CWF). Imaddition to partners alreadsnentioned, workgroup members include: lowa State Education

Association, low&chool Nurse Organization, lowa Department of Education, local MCAH contractor

staff, American Water Work&ssociation, lowa Department of Natural Resources, lowa Public Health
Association, lowa State Hygienic Lab, émdla Association of Water Agencies. Another important

collaboration is Cavity Free lowa, a workgroup focusethoreasing training for medical office staff to

apply fluoride varnish for children at walhild examsTrainings ar@rovided by{ YA f Su O2 2 NRA Y |

H{ YAESu /22NRAYIG2NRE INB fa2 NBALRYANAGESHUT2NI YI Ay
Coordinators areequired to develop at least one new local partnership as well as improving and

expanding prtnerships with aninimum of four existing partners to benefit families served through |

{ YAT-EX®E Ex / 2 2 NRA yhtedicalNdntal sukiBits Kl faéllilaghg and creating local

coalitions to educate communities about oral health. Ngadar, { YAt Su / 22 NRAY G2 NR GAf
to-face outreach visits with all general and pediatric dental offices witleir service areas, outreach

visits to family practice medical offices and/or pediatric medical offices, praradengs for medical

office staff as requested, and conduct oral health promotion at community events.

H{ YAESu /22NRAYIG2NR oAttt GNIAYy a/!1l &04GFFF Fo2dzi 2
healthasitJSNI F Aya (2 GKS Ay T2NYAYy3I ddNRdsidaccoldahde OF NB O
with the EPSDT periodiclyOK SRdzf S* 'y R | 062dzi LINBLISNI G§SOKYAIl dzSa
(e.g., screenings, fluoride applicatioms)d most current guidance for oral health education and
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anticipatory guidance. OHDRSII maintain its stock gbromotional materials that can be used for new

moms as part of outreach to hospitals as well as for childrerfamdies. The{ YAf Su ClF 0S6221 L
will target parents/guardians with information and education about good bealth for children as well

as during pregnancy.

{ YAEtSu [/ 22NRAYFG2NR gAff 62N] SAGK a/!'1l &adFFF G2
access taesources that address social determinants of health through individualized care coordination
for those who need it.

OHDS staff will offer technical assistance to MCAH contractors regarding best practices for providing
carecoordination. An online training is available for all local MCAH staff who provide care coordination,
includinginformation abaut proper documentation requirements. OHDS staff will work with Bureau of
Family Health staff tassure proper documentation within the MCAH data system by completing service
note review and working wittowa Medicaid Enterprise to assure funding for déwt@re coordination is
continued. In addition, the 2019 orhkalth survey of children at WIC found that children of minority
racial groups are more likely to experience decayrmitrestorative dental treatment. OHDS staff are
identifying outreach and e¢a coordination plans to use with MCAldntractors that will help ensure
minority populations receive the care needed.

1 00Saa G2 RSyilA adndledFadd\inderfudins @ail famileRdor@inudsRo be difficult.
In 2019, 1,842ewer Medicaidenrolled children received care from a dentist than in 2018,
demonstrating the need for MCAg¢tbntractors to continue to provide gdijiling preventive services. In
FY21, dental hygienists and registered nursesonaNide gap filling preventive services, buas dental
screenings and fluoride varnish treatments at WIC clinics.

Dental hygienists will also provide services as needed at child care centers, Head Start centers, and
preschoolsDental hygienists will offer dental screenings, fluoride varnish agipies, individual and

classroom oral healteducation, and sealants to children in elementary schools with 40% or greater
FNESKkNBRdAzZOSR f dzy OK NI} GSa GKNRJIAK GKS L{YAftSnu X {O
available to maternal health clientsidng WIC clinicgnd every client receives oral health education.

Referrals and care coordination are provided as needed, folloprimgjsion of all services.

As part of a HRSA oral health workforce grant, OHDS staff will workfwihAd £ Su  / 2t8 NRA Y | ( 2 NA
incorporate silvediamine fluoride applications for children within preventive services offered at WIC.

When applied to tooth decagilver diamine fluoride stops the decay process. In addition to reducing

bacterial infection, use of silver diamifleoride stops cavities from getting larger and can sometimes

prevent the need for a restoration. Another componeritthe HRSA workforce grant is to work with |

{YAf Su [/ 22NRAYI (2 NErivargappfoaches foekriitidéntists © 2owng tmf mmyibe
experiencing or will soon experience a shortage of dentists.

The full impact of the COWI® pandemiconthed YAt Su LINRPINI Y A& y2i &Sd 1y:
anticipatechanges to infection control requirements for dental services in the future and d&lave

heard that more dentabffices have already declined accepting any Medicaid referrals due to upcoming
anticipated backlog of dental care.
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SPM 2Percent of children ages 1 and 2, with a blood lead test in the past year

Historically, the Childhooldead Poisoning Prevention Program (CLPPP) has measured testing rates by
birth cohort at 36 years. Through a collaboration between Title V and CLPPP through involvement in the
Maternal and Child Environmental Health Lead Poisoning Prevention Collabdretawation and
Implementation Network (ColIN), Title V and CLPPP have been sharing more annual testing rates per
age. Birth cohort information is typically close to 100% giving providers and stakeholders a false/inflated
sense of testing. While most chitdr will have a test by the time they areyéarsold, which does not

mean they are being tested per recommendations. Annual testing rates per age really highlighted for
Title V, the CLPPP, providers and stakeholders that lowa is not testing childnenyadrs of age as
recommended and when they may be most at risk to exposure, developmentally.

With the state prioritizing blood lead testing of orend twoyearolds increasing publicity of the need
and partnerships with primary care providers, ttae should go up. The CLPPP goal for blood lead
testing of one and two year olds is 75%. The goal is to maintain the current rate for one year olds at
78%, but to steadily increase the rate for two year olds over the next five years.

Some contributing fetors to the current rate from surveying and meeting with primary care providers
are the belief that a low test at one year of age is predictive of future tests being low, and hesitancy to
test if parent states a test has already been done.

91 OK 2 73 Title\Wwahid and Adolescent Health (CAH) contract agencies are approved Medicaid
Screening Centers. Blood Lead testing is an approvediltiagp Screening Center activity. Contractors

with counties that do not meet the goal for testing one year olt&26) or with counties below the state
average for number of two year olds tested (40%) will be required to provide testing for one and/or two
year olds in the counties with low testing rates.

The FFY 2021 Request for Application will require all CAH ctongdo develop plans to address SPM

#2. Contractors will coordinate blood lead screening with primary care providers, local public health
agencies, local CLPPPs and others providing blood lead testing in the community. CAH contractors will
be conductingan environmental scans to assure coordination of the provision of blood lead testing to
identify if and where the contractor should provide gflfing screening and at what ages.

Contractors will educate parents on the importance of blood lead testigptopriate intervals.
Contractors providing blood lead testing must provide related education, anticipatory guidance and
follow-up. Follow blood lead testing guidelines established by the IDPH Childhood Lead Poisoning
Prevention Program. Provide resultisadl blood lead tests to the primary care provider, regardless of
results. Provide all results to the IDPH Childhood Lead Poisoning Prevention Program.

Title V contractors are encouraged to partner with an agency or group serving oneidétttified

priority populations to promote blood lead testing in more culturally targeted wBggulations

include African Americans/Black/African, Alaska Native/Native Americans, Asian/Pacific Islanders,
fathers Hispanic/Latinx, immigrants/Refugees, LGBTQ+Pamsons with Disabilities. Other populations
may be addressed in addition to the priority populations, based on the service area (e.g. Amish, families
involved with the correctional system, children in foster care).

IDPH will provide training and resourdesTitle V agencies on blood lead testing guidelines, CLPPP and
strategies for engaging health care providers and families. The Department has updated lead testing
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brochures and website information with 69,000 brochures being printed to support the neacgag
work FFY2021.

The Department will work with the University of lowa through the EPSDT Training contract on a lead
poisoning prevention initiative for increasing EPSDT lead screening compliance in response to the
federal report on lack of testing in thdedicaid population in lowa. This will include an EPSDT
Newsletter article that is distributed to all primary care providers enrolled in lowa Medicaid.

The Department will begin looking into priority populatispecific strategies for promoting leaelsting,
and family education. Additional strategies will be explored for assuring racial and ethnic demographic
information is included in testing reporting from LPHAS, providers, and labs.

The Department will support the ongoing collaboration and coatiam of programming between Title

V and the Childhood Lead Poisoning Prevention Program. Department staff and local contractor
participation in the Childhood Lead Advisory Workgroup. Department will support the signifyCommunity
data feed of HHLPPSS leadting data.

Title V staff will collaborate with different state programs and agencies to obtain increased access to
data sources and strengthen partnerships to increase data sharing.

Title V staff will work collaboratively with lowa Medicaid Enterprisg private insurers to promote
appropriate reimbursement for blood lead screening for Child Health Screening Centers.

SPM 3Percenbf early care and education programs that receive Child Care Nurse Consultant
services

Child Care Nurse Consultant (CCN@Jices focus on health and safety in the early care and education

(ECE) environment. In FY19, 96 out of the 99 counties in lowa had access to local CCNC services with a

2% increase in the number of ECE programs receiving services. CCNC servicescgrdated and are
2LIA2yFE F2NJ 9/ 9 LINPGARSNA Ay L2glQa vdzZr tAde wl GA
services for onsite health and safety visits, policy development and care planning for children with

special health needs. Many home prosid do not request CCNC services. In lowa, approximately 30%

of ECE providers participate in QRS and both homes and centers request CCNC services when applying

for QRS levels 3, 4 and 5. This past year lowa saw an increase in the number of ECE providers

participating in QRS however the largest increase was in the number of providers entering the QRS

system at a level 1 or 2. There was also an increase in the number of centers moving up in QRS levels 4
FYR p* K2gSOSNE (GKSAS OSyheeh NbeivioglC@ilRserddesdd otheN2 6 | 6 f &
requests.

lowa will continue to see an increase in the number of ECE programs receiving CCNC services as
aalrGSeARS O20SNI3IS Aa | OKASOSRE & // b/ & LINAR2NRGA
new qualityrating system (lowa Quality For Kid€Q4K) is released. 1Q4K will have a continuous quality
improvement approach incorporating a focus on health and safety as well as medication administration.
CCNC services will be a requirement for both homes anccent 1Q4K starting at a level 2.

HCCI State staff will continue to help in the development of partnerships between Title V Child Health
agencies and CCNC programs by providing annual local and statewide CCNC performance measure data
to partners, outreachng to agencies with no or limited CCNC coverage and by facilitating meetings with
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local agencies and other local stakeholders (including Early Childhood lowa areas) for statewide
expansion of local CCNC services.

HCCI State staff will provide annual upstabn CCNC services, performance measure data, and
information on child care health/nurse consultation nationally and impact on quality child care to state
Early Childhood lowa (ECI) and DHS. HCCI will continue to collaborate with state ECI Professional
Development and DHS for support of CCNC services.

HCCI State staff will provide quarterly training to CCNCs on performance measure data collection. Data
collection tools will be provided to CCNC agencies by HCCI for consistent/reliable collection and
reporting.

CCNC agencies will be evaluated by State HCCI staff for program fidelity including a review of child care
provider outreach activities, performance measure data collection methods, comparison of local data
with statewide averages, and local partnerstiipllaboration. HCClI CCNC TA Team will conduct annual
fidelity visits with local CCNCs utilizing the Health and Safety Checklist assessment tool. Fidelity with the
tool will be at 90% or higher.

Annual HCCI CCNC Program presentation by HCCI State Btaffyt€hildhood lowa Area Directors.
HCCI CCNC program updates will be included in MCAH regional meetings with an annual program
overview including CCNC statewide performance data with Title V Child Health agencies.

SPM 5Percent of children 85 Monthswho have had fluoride varnish during a well visit with
Physician/health care provider

Children are recommended to see a dentist before their first birthday. However, many dentists are not
comfortable seeing children this young. Cavity Free lowa is aativ@ifocused on increasing the

number of children who receive preventive fluoride varnish atgkild medical appointments and

dental referral. In 2019, 61% more Medicaid enrolled children agegdéars received a fluoride varnish
application from a mdical provider than in 2018. As more medical offices participate around the state,
the number of children receiving fluoride varnish is expected to increase over the next 5 years and the
National Outcome Measure (decay experience) to decline.

Tooth decayd the most common chronic disease in children, five time more common than asthma. Left
untreated, children with active tooth decay may experience mouth pain, difficulty learning and

concentrating, impaired eating leading to growth delays, and delayed hpmaelopment. Children see

a physician up to 11 times by their third birthday, yet in 2018 only one in five children saw a dentist
0ST2NB UGdNYyAYy3I od wSO23ayAlAy3d GKS ySSR (2 LINB@Syil
policy several years adgo reimburse physicians for application of topical fluoride varnish during well

child visits for children up to 36 months of age. And althougiMA £ Su / 22 NRAY | 62 NE KI @S
trainings for medical offices for many years on how to apply the fluoriels, few offices have

incorporated the service as part of routine care.

In 2017, the American Academy of Pediatrics /Bright Futures added fluoride varnish applications to their
recommendations for all well child visits from age 6 months to 5 years. Inyedp8 > L2 6 Q& 9 NI @&
Periodic, Screening, Diagnosis and Treatment (EPSDT) periodicity schedule was updated to reflect that
change. A central lowa pediatrician noticed the change in the periodicity schedule and began

investigating how to incorporate use ofifiride varnish into his practice. The result became a
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O2ff 062N GA2y 06Si6SSYy (G(KS L2gl S5SLINIYSyld 2F tdzof
Systems (OHDS), Delta Dental of lowa Foundation, cdA f Su / 22 NRAY Il 12NB X aSRAC
dentalclinics, and the interested pediatrician known today as Cavity Free lowa (CFI). CFl is an initiative
focused on increasing the number of children ag&b0nonths receiving preventive fluoride varnish

applications in the primary care setting. Currently Neadidenrolled children have an easier time finding

a primary care physician than a dentist that accepts their insurance. Since low income children are more

likely to suffer from dental decease, this initiative serves to improve this health disparitgl Init

implementation was in the Des Moines area and the project has expanded to target medical offices

statewide. Thirtyl 62 2 F L26l Qad dp O2dzy iASa KI @S YSRAOFf LINT

Much of the success of CFI can be attributed to the pediatrictam lvas become a champion for the

cause. Another key factor to the success of CFl has beenthe wefkYfl f Su / 22 NRA Y G2 NR 0
Maternal, Child, and Adolescent Health contractors) who have provided trainings and follow up for

medical office staffln 2019, 61% more Medica&hrolled lowa children (904) received a fluoride

FLILX AOFGA2Y FNRBY | LKeaAOAlyQa 2FFAOS GKIY AYy HAM

During FY21{l YAt Su [/ 22 NRAY I 02 N&E | NB itcofficsitdiBofoteitBe agkA & A G |
2yS RSyi(ltf @GArAaria* 2FFSNIONIAYyAy3a 2y 2Nt AONBSYyAy
health educational and promotional materials. (Coordinators will make visits to all family practice

medical offices inaunties with no pediatrician.}l YAt Su / 22 NRAYF 02NAR GAff LINRC
ORSOPSt2LISR 6@ hI5{ adlFIFF0o F2NI 2FFAO0Sa AyiSNBaidSR
with referrals to local dentists for care. OHDS staff is researdfitigns to offer continuing education

credits for medical staff who participate in the fluoride varnish training.

OHDS staff will continue to facilitate quarterly Cavity Free lowa workgroup meetings, bringing medical
and dental stakeholders together to disss how to grow the initiative and address barriers. In 2020,

OHDS mailed letters to pediatric and general dentists describing Cavity Free lowa, seeking the interest of
dentists to accept referrals from local physicians and to refer children to a phy#itieey do not have

one already. The letter also sought dentists to join the Cavity Free lowa initiative. Similar letters will be
mailed to pediatric and family practice physicians.

Partnerships with workgroup members will continue in FY21 to leveraggilootions. For example,

Delta Dental of lowa Foundation brings experience in public relations and marketing and provides
commemorative plaques and training certificates for medical offices trained by R £ Su / 2 2 NRA Y I { ;
OHDS staff will work with MedichA RQa 5SydlFf t NRPANFY al ylr3aSNI G2 | &adz
offices and troubleshoot any billing issues.

OHDS staff will provide technical assistancefoMA € Su / 22 NRAY Il 02NAR NB3II NRAyY 3
medicatdental collaboration events. Two everdge being planned byl YA f Su / 22 NRAY | (2 N&A
2020 in eastern and central lowa. OHDS staffnd1A € Su / 22 NRAYF 02 NRAR gAtf | a3
and state coalitions to enhance how oral health can be integrated within medical practice foenieét

of children and women of chillearing age.

It is difficult to know how or if the COUI® pandemic will impact outreach visits to medical and dental
offices and trainings for medical providers. During Spring of 2020, medical offices in lowa have
continued providing welthild visits, while dental offices have only been available for emergencies. This
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is an example of prime example of how young children may still obtain preventive dental care, even in a
health crisis.

SPM 6Percent of Title V congrctors with a plan to identify and address health equity in the
populations they serve

The Bureau of Family, including Title V staff, have been incrementally increasing internal understanding
and capacity to address health equity in programs and servidesBureau/Title V is ready to expand
capacity internally and to engage contractors in assuaimgpplication of &ealth equitylensin services

and programs administered at the community level.

The 2021 MCAH RFA reasicontractors to address strategies and activities to demonstrate application
of health equity strategies and engage diverse participant voices in program planning, decision making
and implementation, and demonstrate inclusion of evidethesedfinformed canmunity engagement

and collective impact strategies. These are beginning steps to assist contractors in being prepared to
comply with the inclusion of a health equity plan requirement in the next RFP.

An environmental scan of current contractors will lmnducted to assess the presence of health equity
plans, current engagement in health equity strategies and partnerships, and assess the support needed
by Title V contractors. Title V plans to utilize the Health Equity Advisory Committee (HEAC) deweloped a
part of the Title V Needs Assessment to provide input, technical assistance and content expertise on the
health equity strategies being developed at the state and contractor level. The HEAC is comprised of
members of or service providers with expertisenorking with the state identified priority populations:
African American/Black/African, Asian/Pacific Islantihers Hispanic/Latinx, immigrants/refugees,
LGBTQI+, Native American, and persons with disabilities.

The 2021 MCAH RFA outlines rolasTitle V Contractors to engage diverse participant voices in
program planning, decision making and implementation. Contractors shall incorporate strategies for
family, youth, and community member participation into programming. Contractors will havesatxe
the HEAC for consultation. Title V will increase membership of the state identified priority populations
affected by health inequities oithe MCH Advisory Committee to assure adequate representation.

Continuing to build internal capacity within then@au of Family Health/Title V Program is an important
strategy in providing programs and services through a health equity lens. Strategies to build capacity

Ay Of dzZRS G KS RS@St 2 LIy Sieitificati®n ahd contpletibnioKongbiligdzA G & ¢ S| Y™
assessmats/analyses of health equityata related to thdowa Title V program, development and
implementation of a data analysis plan to assess distribution of Title V resources and services through a
health equity lens, and facilitation of staff professional elepment and technical assistance.
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IOWA HEALTH DATA HIGHLIGHTS
Child Heallh REB ghee

DEVELOPMENTAL SCREENING

lowa Department
of Public Health

Development screening allows early identification
of signs of delays and therefore early intervention.

Early intervention helps children improve their -
abilities and learn new skills. IOWA o
In 2016-2017, 28.4% of Iowa children ages 9 Us.
@ to 35 months received a parent-completed
developmental screen, falling behind the DERCENTAGE GF CHILDRER
U.S. level (31.1%).

DEVELOPMENTAL SCREENING IOWA VS U.S."

HEALTH DISPARITY: CHILDREN SCREENED BY INSURANCE STATUS'

HEALTH DISPARITY
In 2017, fewer children on Hawki received
developmental screening compared to children MEDICAID 15.3%

on Medicaid.
HAWKI

HOSPITAL ADMISSIONS

DUETO INJURY

Injuries are the leading cause of death in the United =~ ———— HEALTH DISPARITY

tStates L %9 yeats Ty g Acco_rd- Infants were noted having a higher rate of hospital-
ing to the Centers for Disease Control and Prevention, . . .
ization, followed by children between 1 to 4 years,

child injury is one of the most under-recognized ;
. . children between 5 to 9 years were reported to have
putiichealiit problers . e L the least injury related hospitalization in 2016.
Although there are fluctuations, the rate of
@ hoepitadization Bor non-Eatal o vriss has RATE OF HOSPITALIZATION DUE TO INJURY?
decreased from 151.8 in 2012 to 112.3 in 2016. skl

INJURY-RELATED HOSPITAL VISITS?
rate per 100,000 chifdren

1518

1237

1113 1123

2012 2013 2014 2015 2016 <1YEAR 1-4YEARS 5-9YEARS
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